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The Doctors Company changed the landscape of the insurance world, as they became the first insurance carrier to be founded and led by physicians. 1 As physicians led the company, the founders felt confident that they could focus on member needs rather than answering the demands of stockholders. Likewise, they believed that the company would be aligned with physicians' interests and in an ideal position to represent and advocate for physicians in political and legal settings. 1 According to the website, "The mission was clear: The Doctors Company would work relentlessly to advance, protect, and reward the practice of good medicine."
1 Does their message and vision still hold true today in a profit-driven health system? During the second quarter of 2017, the company's publication, Doctor's Advocate, released an article by Howard Marcus, MD: "Prescribing Opioids Safely." 2 Given the title, one would imagine that this article would educate its readers on safe opioid prescribing and risk mitigation strategies. However, this article offers very little insight for clinicians into safe opioid prescribing and appears to merely be filled with misleading "alternative facts" correlated with non-scientifically based rhetoric that has been ubiquitous among mainstream media sources and political "bully pulpits." 2 Compassionate clinicians should take pause to assess whether the author and The Doctors Company have wandered astray from the group's initial mission, askew from their pledge to instead relentlessly advance, protect, and reward politicians and lawmakers inapposite to the Hippocratic Oath. While we certainly acknowledge the inherent dangers of prescription opioids, we also know that in appropriate patients they can be effective and preserve the will to live, lest we remember those patients who have taken their own lives due to undertreated intractable pain. According to the oath, a physician pledges to "…remember that I remain a member of society, with special obligations to all my fellow human beings, those sound of mind and body as well as the infirm." Accordingly, casting aside these obligations by focusing on the removal of access to opioids when indicated is a serious breach of professional obligation.
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Facts or fake medical news?
The writer and educator, William Zinsser wrote, "The most important sentence in any article is the first one. If it doesn't induce the reader to proceed to the second sentence, your article is dead." 3 Marcus perhaps took this to heart, captivating readers by having them consider a number of rather hyperbolic "facts". Given the lack of citations and explanation surrounding these so-called truths, we highlight key issues to enlighten those that choose the path of informed decision.
Consider these facts:
1. The US consumes 99% of the world's hydrocodone.
• The US uses hydrocodone (which milligram for milligram is presumed to be roughly equivalent to oral morphine) in combined formulations with acetaminophen, aspirin, ibuprofen, and in cold products with atropine and related alkaloids. Outside North America, dihydrocodeine, a codeine derivative and weaker analgesic compared to hydrocodone, and simply morphine itself are the drugs more commonly used for relief of mild to moderate pain. 4 Hydrocodone is marketed in Canada only in cough syrups or elixirs but is not otherwise used for pain treatment. 4 Hydrocodone has also been used in Australia but has largely been replaced by morphine. 4 Ignoring this exclusiveness of hydrocodone skews explanations of why the US consumes the worldwide majority of hydrocodone and the reasons why hydrocodone was once prescribed more than any other medication in the US. The practical reality is that hydrocodone became preferred by physicians and other prescribers nationwide because it was the only opioid analgesic of significant potency that for many years was not a schedule II controlled substance per United States Federal Regulations. 5, 6 During that time span, hydrocodone combination products were classified as schedule III controlled substances, as it was originally believed that the combinations with acetaminophen, aspirin, ibuprofen, and/or atropine alkaloids were less abusable compared to other products and, with the exception of the latter, potentially more effective in treating pain. 5, 6 This meant that prescribers could write prescriptions for hydrocodone with up to five refills and avoid multiple patient visits for prescription renewals, which are required of oxycodone and nearly all other chronic opioid analgesics. 5, 6 2. The number of annual opioid prescriptions written in the US is roughly equal to the number of adults in the country.
• This statement is an example of a spurious correlation that is shamefully aligned with the agenda-driven rhetoric spewed by politicians and nonscientists. To highlight the inanity, consider the congruent correlations between the cost of bananas vs opioid deaths, points scored by losing Super Bowl team vs opioid deaths, or the cost of 16-ounces of potato chips vs opioid deaths, all of which are more closely parallel than opioid prescriptions written vs number of adults in the US.
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• According to the Morbidity and Mortality Weekly Report on Changes in Opioid Prescribing in the US, the amount of opioids prescribed peaked in 2010 and has subsequently decreased each year through 2016. 8 More specifically between 2006 and 2016, the annual prescribing rate decreased from 0.724 opioid prescriptions per person to 0.665 prescriptions per person for all opioids, which calculates to an 8.1% reduction in opioid prescriptions written overall. 9 When considering the data from 2006 through 2016 for high-dose opioid prescribing, which was defined as a total daily dosage of ≥ 90 MME, there was a substantial 46.8% overall reduction during that 10-year span. 9 These data were obtained from QuintilesIMS Transactional Data Warehouse, representing 59,000 pharmacies (88% of the prescriptions) across the US. This type of data collection poses several limitations. 9 First, the QuintilesIMS estimates have not been validated. Second, the analysis does not include clinical outcomes. Lastly, the data obtained did not include the indications for which opioids were prescribed. Thus, one cannot assess the appropriateness of these medications and the setting in which they were prescribed -acute, chronic, palliative care, or end-of-life care.
• What exactly does "roughly equal" mean and is this in fact true? Taking a look at the data reported by the CDC's 2017 Annual Surveillance Report (Table 1) , from 2012 to 2016, there was a steady decline in the amount of opioid prescriptions written. Furthermore, from 2014 to 2016, the number of adults exceeded the annual number of opioid prescriptions written. 3. Nine million Americans take prescribed opioids on a long-term basis.
• From where Dr. Marcus obtained this figure is unclear.
The latest data that we could find suggest that there were actually 13 million Americans prescribed opioids as longterm opioid therapy (LTOT) in 2013-2014. 10 However, given the steady annual decreases in the number of opioids prescribed since 2014, we suspect that this number has likely decreased. Irrespective of the actual number and Marcus's source, we are confident that he presented the number as a means of alarming his readers. 
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Fact or fiction is an accurate figure, is it not tragic that fewer than 10% of the 100 million suffering from chronic pain are able to access opioid analgesia on an ongoing basis, and overall deaths attributable to such a large number of prescribed opioids are therefore quite low? 11 4. Nearly 60% of Americans have leftover opioids in their homes, and 20% have shared their opioids with others, often to help with pain management.
• Hendricks et al conducted a national survey among US adults with recent opioid medication use to examine the pervasiveness of sharing opioid medications, medication storage and disposal practices, and the sources of information received. 12 Of the 4,836 that were sampled, 1,055 were eligible based on the past year opioid use, and of that group, 1,032 completed the survey. It is important to note that the survey was conducted from February 24 to March 16, 2015. Given the short time frame and lack of US census data on how many adults used prescription opioids within the past year, the results of this study cannot be extrapolated, and that this study sample represents all US adults cannot be verified. Frequently, agenda-driven medical writers jump to extremely inaccurate conclusions and focus on the negative aspects that a study may have revealed.
• If we look at these data from an alternative perspective, of the 20.7% (weighted percentage) who reported sharing opioid medications with another person, the primary reason for 73% of them was to help someone else manage his or her pain. 12 Perhaps we are missing the bigger picture, with uncontrolled pain remaining a major issue. This survey sheds some positive light on the situation, including that only 1% of respondents no longer using opioid medications reported they would sell them. Dr. Marcus did not share this important information. 5. In 2015, 19,000 Americans died of an opioid overdose, and the death rate from all opioids (including heroin) now exceeds the death rate from motor vehicle accidents.
• When contemplating these statistics, the important question to consider is whether the opioids are licit or illicit.
In a 2017 article, the authors used the Department of Justice data from a state that breaks down deaths as caused by a licit vs illicit opioids, concluding that as many as 85% of overdose deaths that the CDC has attributed to "prescription opioids" were actually due to illicit fentanyl and its analogs and/or heroin. 13 Although the media and policy makers continue to pay insufficient attention to this distinction, doing so is disingenuous -as is citing such blatantly dishonest figures. Similarly, The Hill recently released an article regarding DEA to Target Pharmacies, Prescribers in Crackdown in which the authors stated, "at least 66,000 deaths from overdoses reported, including 42,249 deaths from opioids." 14 This statistic fails to inform the reader of what percentage of opioid deaths were due to illegally obtained prescription vs nonprescription opioids. Finally, Somerville et al examined fentanyl deaths in Massachusetts over a 6-month period from 2014 to 2015, finding that 82% of the fentanyl deaths were likely due to illicitly manufactured fentanyl, with only 4% attributed to legal, pharmaceutical fentanyl. 15 Polypharmacy also plays a significant role in opioid overdoses. The authors of a 2016 study found that of over 2 million patients who were prescribed opioid analgesics, 80% also were prescribed a benzodiazepine. 16 There were 629 deaths involving opioid analgesics in the study, and alcohol was involved in 12.2% of the fatal overdoses involving opioid analgesics. 16 Most recently, Hannah et al found an average of six potentially deadly substances in toxicologies of supposed "prescription opioid overdose decidents." 17 Dr. Marcus's cited statistics regarding opioid overdoses and mortalities are oversimplified and clearly do not reflect the complex and more accurate picture.
Poor patient outcomes or lack of prescriber knowledge?
The Doctors Company article examined 272 claims between 2007 and 2015 in which opioids resulted in patient harm. 2 The author cited that poor patient outcomes related to opioids are a common cause of litigation, with contributing factors including the following: 
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• Inappropriate selection and management of therapy.
• Errors in patient monitoring.
• Inadequate patient assessment for risks and contraindications to opioids.
• Failure in communication among providers.
• Insufficient documentation and/or support for clinical decision-making.
• Failure to take psychiatric and/or abuse history.
Perhaps the poor patient outcomes related to opioids are due to lack of prescriber education. 18, 19 Few medical and pharmacy schools offer adequate training in pain management and addiction.
18,19
Two wrongs do not make a right
It is apparently convenient for critics of opioid analgesics to point fingers at politicians, industry, prescribers, and pharmacies as the culprits responsible for the opioid crisis. Policy makers, the media, and opiophobes continue to blame the pharmaceutical companies because they did not explicitly state the risks associated with opioids. It is curious that the government allows continued sales and advertisements by the tobacco industry when it clearly has a plethora of evidence that the risks far exceed the benefits, and that unlike opioids, there are no therapeutic benefits to smoking tobacco. This idea that it is acceptable to cite misleading, false, or over/ understated data, statistics, and facts must change. In his efforts to sound an already deafening alarm, Dr. Marcus has done just this. The fact that our own government cites fake medical literature negatively impacts the credibility of the medical and scientific establishments. Alternative facts ultimately lead to distrust not only in our patients but also among overly stressed health care providers who have the courage to continue to treat patients with pain.
Dr. Marcus works for an insurance company, yet nowhere does he note such as a blatant conflict of interest. Much has been written about the role of the insurance industry in the etiology and perpetuation of the opioid crisis. For example, it has been noted that the insurance industry's decision to stop providing coverage for interdisciplinary pain care, which had historically involved tapering patients down from and even off their opioids, played a dramatic role in the development of the opioid crisis. 20 The temporal contiguity between the insurance industry "just saying no" to interdisciplinary care and the rise of opioid diversion and abuse has not escaped notice. 21, 22 Additionally, the insurance industry's failure to pay for more expensive but effective abuse deterrent formulations of opioids has certainly contributed to the figures that Dr. Marcus recklessly cites. 23 The Doctors Company was developed to allegedly protect the interests of physicians. In the present climate of increasing medical malpractice with opioid prescribing recently identified as the leading cause of medication malpractice claims, Dr. Marcus's inaccurate and irresponsible presentation of so-called facts can serve only to exacerbate the "chilling effect" on physicians already fearful of prescribing. 24, 25 While this sort of approach may promote the financial well-being of the Doctors Company, Dr. Marcus should be aware that he is not doing any favors to already marginalized chronic pain patients -as naive physicians may buy into the hyperbole and rhetoric that he has propagated, resulting in more opiophobia, oligoanalgesia, and needless suffering.
